capillaries (or lymphatics), and yet the condition is not exactly like a perithelioma. I should.very much like to hear the opinion of members of the Section as to the nature of the tumour. The question arises: Is the tumour a sarcoma or a degenerate fibroid? If it be a sarcoma it is not typical on microscopical examination; if it be a fibroid the degeneration is unusual. Lastly, could it be described as sarcomatous degeneration of a fibroid ?
Dr. Lockyer has very kindly examined the sections and believes it to be a sarcoma.
DISCUSSION.
Dr. H. R. SPENCER: I hkve removed two cystic cervical fibroids of about the same size as that shown by enucleation by the vagina, a very'simple and safe operation. In both the fluid coagulated after removal. I think the specimen shown is a degenerated myoma, but the microscopic appearances are curious.
Dr. ROBERTS (in reply): I am quite agreeable that the specimen should be referred to the Pathology Committee. As regards the question of vaginal operation in this case I think that, considering the size of the tumour, its degeneration and the extent of uterine tissue involved, the dangers of sepsis and hammorrhage would have been very great; and, further, that if the uterus had been saved it would have been quite useless as a reproductive organ. In view of the nature of the microscopical sections also, I feel certain that panhysterectomy was fully justified.
N.B.-The Pathology Committee have since reported on the sections and are of opinion that the tumour is sarcomatous (see p. 134). (MIarch 1, 1917.) A Calcified Fibroid which caused Complete Axial Rotation of the Uterus.
By C. HUBERT ROBERTS, M.D.
THE specimen shown was removed at the Samaritan Hospital for Women from a patient aged 55, married; no pregnancies. The periods had ceased for ten years, but previously they had been very profuse.
The patient stated that she knew she had a tumour in the abdomen "for many years" but that it had given her very little trouble. About three months before admission she began to suffer with acute attacks of abdominal pain, which of late had been very severe and accompanied with cramps and sickness; her general condition was good. On examination a large hard swelling could be easily felt in the abdomen, reaching to the level of the umbilicus, more marked on the left side than the right. It was very mobile and could be freely pushed about the abdomen.
On vaginal examination there was a small atrophic cervix; movements of the abdominal mass communicated themselves to the cervix. The fundus could not be determined. The diagnosis was made of a calcified fibroid, ovarian dermoid, or ovarian fibroma. There was no free fluid. On November 16, 1916, the tumour was removed by abdominal section. It was easily lifted out of the abdominal cavity and was found to be densely hard and very heavy. The remarkable feature of the tumour was its pedicle, the length of which was 8in., with the thickness of that of two fingers. It consisted of an enormously elongated senile uterus which, at the level of the supravaginal cervix, had -undergone an acute axial twist, two and a half times, the twist being from left to right, forwards. The appendages were included firmly in the twist. The torsion was easily undone and the tumour simply amputated from the fundus uteri, to which it was attached by a pedicle 1V in. wide. The vessels below the twist were deeply engorged, but there were no adhesions anywhere and no free fluid. The senile uterus and appendages were left in situ.
The patient recovered completely, the temperature being normal throughout her stay in hospital.
The tumour exhibited is a well marked example of complete calcareous degeneration of a fibroid; when fresh it weighed 41 lb.
It was so hard that it took a considerable time to cut through, and spoilt two saws in the process. The importance of the specimen lies in its causing axial rotation of the uterus. Axial rotation of the pedicle of a stalked fibroid is not uncommon and may lead to acute degeneration of the tumour, but complete torsion of the uterus itself is very rare. I have not met with a case in my own practice before. Most of the cases reported of axial rotation of the uterus by a fibroid have been only partial-. i.e., say half a twist-possibly leading to acute abdominal pain, accumulation of blood or pus in the uterus, or necrosis of the tumour. In my case the twist was two and a half times, but as the uterus was very senile and the pedicle very thin from long traction, such twisting was easily possible, just as occurs in pedunculated ovarian cysts.
Dr. Cuthbert Lockyer kindly permits me to show the picture exhibited.' It was drawn from my personal description of the case and accurately portrays the condition found at the time of operation.
I The illustration will be found in " Fibroids and Allied Tumours," Macmillan and Co.,.
1917.
( Maarch 1, 1917.) Case of Supravaginal Amputation of Uterus for Sarcoma mistaken for Myoma.
By G. BLACKER, M.D.
THE patient, a single woman, a nurse, Miss H. S., was admitted to University College Hospital on April 26, 1907, complaining of swelling of the abdomen and some cedema of the legs. The periods, which had never been excessive, lasting five to six days, and recurring every four weeks, had ceased six years previously at the age of 38. There was no abdominal pain nor difficulty in micturition and no vaginal discharge. The temperature was slightly elevated, reaching 1010 F. at night.
Palpation of the abdomen revealed the presence of a mass reaching up to 1 in. above the level of the umbilicus. It was smooth on the surface, dull on percussion, and over a considerable area on the left side where the wall felt thin it fluctuated and gave a fluid thrill. On vaginal examination the cervix was small and healthy, and in Douglas's pouch there was a mass continuous with that felt in the abdomen and indistinguishable from the uterus. The sound passed the normual distance; there was no thickening of the cellular tissue. The ankles were somewhat cedematous. The diagnosis was thought to lie between a semisolid ovarian cyst adherent to the uterus and a subserous fibrocystic tumour of the uterus.
On May 1 the abdomen was opened and the tumour found to be uterine in origin. The abdominal cavity was packed off, and to facilitate removal the cystic portion of the tumour was tapped, over 2 pints of thick grumous fluid being evacuated. Supravaginal amputation of the uterus was then performed in the usual way, both ovaries being removed and the abdomen closed without drainage, a continuous
